Aim: Psychotic-spectrum symptoms are linked to trauma, substance/alcohol use (SAU), criminality/violence and poor functional outcomes, supporting the need for early detection in vulnerable populations. To better understand high-risk girls' mental health, we assessed: (1) psychotic-spectrum symptoms; (2) cumulative trauma, adversity and loss exposures (C-TALE) and adversity-indicators (symptoms, maladaptive coping, stressor-reactivity); and SAU risk-factors; and (3) relationships among psychotic-spectrum symptoms, adversity-indicators and SAU risk-factors.
. US data on juvenile justice-involved and MH service-engaged youth indicate comparable levels of MH needs and delinquency, yet justice-involved youth receive less MH care (Liebenberg & Ungar, 2014) . Further, delinquent girls are at greatest risk for psychopathology and comorbidity (Teplin et al., 2002) .
Incarcerated youth with mental illness must receive appropriate services, yet despite legal mandates related to due process, custodial considerations and public safety obligations (Grisso, 2004) , substance/alcohol use (SAU) and anger management programming predominate in US correctional settings (Desai et al., 2006; Young, Dembo, & Henderson, 2007) . This focus belies complex MH issues underlying externalizing behaviours. Barriers to adequate care in correctional settings include inadequate identification of psychopathology (limited screening resources, over-reliance on prior service use to indicate "need"); variable assessment quality (e.g., poor detection of thought problems/disturbances, particularly among girls [Grisso, Barnum, Fletcher, Cauffman, & Peuschold, 2001] ); and parental MH issues precluding symptom corroboration (Wasserman, Ko, & Mcreynolds, 2004) . Correctional interventions are limited by reliance on pharmacological management despite limited data on adolescents, and off-label psychotropic/polypharmacy interventions that target behaviours (aggression) rather than carefully assessed psychopathology (Farmer et al., 2011; Flood, 2015) .
Growing evidence, however, strongly supports two theoretically justified, clinical considerations for early detection and intervention relevant to justice-system involvement. First, data indicate elevated rates of psychotic-spectrum symptoms among delinquents (Colins et al., 2009; Vreugdenhil, Vermeiren, Wouters, Doreleijers, & Van Den Brink, 2004) , which are independently linked to violence potential, associated with recidivism and intertwined with both SAU and conduct symptoms in predicting pathways to violence (Arseneault, Moffitt, Caspi, Taylor, & Silva, 2000; Fazel & Yu, 2009) . Second, adversity exposure, broadly capturing family distress (psychopathology, poverty, loss/separation) to trauma (high-magnitude/severe, "lifethreatening" events), is linked to self-and other-directed aggression (Duke, Pettingell, Mcmorris, & Borowsky, 2010; Hjern, Wicks, & Dalman, 2004; Turner, Finkelhor, & Ormrod, 2006) , and exhibits complex associations with psychosis (Colins et al., 2009; Mayo et al., 2017; Read, Os, Morrison, & Ross, 2005; Varese et al., 2012) .
Specifically, psychosis predisposes individuals to adversity; adversity induces psychosis and/or the cognitive liability for psychosis (paranoid delusions, increased stress sensitivity); and post-traumatic stress disorder (PTSD) and psychosis may both arise from adversity (Garety, Kuipers, Fowler, Freeman, & Bebbington, 2001; Mayo et al., 2017; Morrison, Frame, & Larkin, 2003; Read, Perry, Moskowitz, & Connolly, 2001 ). Child maltreatment is particularly implicated in hallucinations and delusions (Schenkel, Spaulding, Dilillo, & Silverstein, 2005; . Importantly, developmental psychosis "proneness" may become persistent and impairing in the face of environmental stressors (Van Os, Linscott, Myin-Germeys, Delespaul, & Krabbendam, 2009) , and amplified by cumulative trauma, adversity, and loss exposure (C-TALE) (Morgan et al., 2014; Shevlin, Houston, Dorahy, & Adamson, 2007) . In fact, a recent review notes the significance of adversity among populations at high risk for psychosis, encouraging the inclusion of minority groups and special populations to understand the broad range of co-occurring psychopathologies (Mayo et al., 2017) . Further, SAU is linked both to psychosis and adversity, as a predisposing factor and for symptom alleviation (Gregg, Barrowclough, & Haddock, 2007; Ouimette & Brown, 2003) .
Because of intertwined adversity-, psychosis-and SAU-spectrum comorbidities, with each additional spectrum increasing overall symptom severity and impairment, converging data support looking beyond obvious "disruptive behaviours" during development, identifying better assessment methods to detect psychotic-and adversityspectrum symptoms among delinquents, and providing tailored interventions to improve MH and reduce criminal engagement.
Notably, the very factors present in youth identified as high risk for psychotic disorders are observed among delinquents: neurological problems; attention, working and verbal short-term memory deficits; poor social competence; formal thought disorders; SAU; and adversity (Dolan, Deakin, Roberts, & Anderson, 2002; Fazel & Yu, 2009; Fusar-Poli et al., 2013; Lansing, Plante, Golshan, Fennema-Notestine, & Thuret, 2017; Mayo et al., 2017; Moffitt, Caspi, Harrington, & Milne, 2002; Niemi, Suvisaari, Tuulio-Henriksson, & Lönnqvist, 2003; Raine et al., 2005; Schultze-Lutter et al., 2015; Walker, Mittal, & Tessner, 2008) . Because C-TALE (including maltreatment) is prevalent among delinquents, with 84% endorsing more than one trauma (Abram et al., 2013) , and higher adversity exposure among females (Baglivio et al., 2014) , there are convincing data supporting a pattern of early C-TALE resulting in disrupted development that includes delinquency as only one facet. This is underscored by notable comorbidity among delinquents (Abram et al., 2003 (Abram et al., , 2007 , with crossdiagnostic profiles (bipolar, conduct, psychotic-and trauma-related symptoms) suggesting core affective, cognitive and behavioural dysregulation which may best be conceptualized along a spectrum continuum rather than separate categorical diagnostic entities.
Given delinquent youths' complex clinical presentation, assessments must capture full-spectrum symptoms, from hallmark hallucinations and delusions to paranoia and potentially prodromal symptoms, alongside associated psychopathologies (adversity spectrum, SAUrelated). Such methodologies may facilitate early identification and treatment for burgeoning psychopathology and bridge gaps between diagnostic criteria and the psychotic-spectrum continuum observed across patient and community samples (Van Os et al., 2009 ). While some psychotic-spectrum symptoms are commonly endorsed (Verdoux & van Os, 2002) , evidence supports a broad spectrum of abnormal brain-connectivity corresponding to a psychosis-continuum even among controls (Orr, Turner, & Mittal, 2014) , and psychotic disorders are more prevalent among delinquents than community youth (Fazel, Doll, & Långström, 2008; Fazel & Yu, 2009; Vermeiren, Jespers, & Moffitt, 2006) .
Because elevated rates of comorbidity and poor functional outcomes characterize delinquents, there is an urgent need to better understand spectrum symptoms to improve early detection, treatment and outcomes among justice-involved youth (Fazel & Yu, 2009) . Therefore, to better understand delinquent girls' MH needs, we assessed: (1) their lifetime experience of psychotic-spectrum symptoms; (2) C-TALE, adversity-indicators (symptoms, maladaptive coping, and stressor-reactivity) and SAU risk-factors; and (3) relationships among psychotic-spectrum symptoms, adversity-indicators and SAU risk factors. We hypothesized that, given recent literature on psychosis-spectrum vulnerability (Fusar-Poli et al., 2013; Mayo et al., 2017; Schultze-Lutter et al., 2015) : (1) cumulative adversity-indicators (total symptoms, numbing symptoms, stressor-reactivity) would be significantly correlated with overall (total), typical and relational (paranoid, interpersonal, schizoid) psychotic-spectrum symptomatology and (2) irrespective of SAU, adversity-related symptoms would predict overall psychosis-spectrum symptomatology.
| METHOD

| Participants
Participants were adolescent girls, sentenced to the Girls' Rehabilitation Facility (GRF), a post-adjudication placement in California. Girls at GRF have similar age, offence and racial/ethnic minority distributions to institution rates nationwide (Sickmund & Puzzanchera, 2014) . Girls were detained for over a month and completed detoxification, if indicated, prior to GRF placement. Girls were screened and consented consistent with federal regulations, the University of California, San Diego Institutional Review Board and Department of Health and Human Services, as described in Appendix S1, Supplemental Methods and Results, and previously reported Lansing, Plante, & Beck, 2017) .
Of the 165 girls (13-to 18-years old) consented into one of two adversity-related study groups at GRF (see below), six girls did not receive the Spectrum Clinical Interview for the Psychotic Spectrum (SCI-PSY) due to early release (n = 3) or administrative removal (n = 3). Demographic composition was comparable between study completers and non-completers. One additional girl was excluded from analyses because she did not belong to a primary race/ethnicity category (African American, Caucasian, Hispanic), creating a final sample size of 158 girls contributing to these analyses.
Our two study groups (combined n = 158) included: a life-events (n = 51) study among persistent delinquents; and a concurrent SAU and trauma-treatment, randomized controlled trial of seeking safety (SS; n = 107) (Najavits, 2002) . Data from our life-events studies (none excluded for psychosis) indicated all girls endorsed adversity exposure and all but one endorsed SAU, which led to our SS treatment study.
Eligibility for all girls included English fluency/bilingualism, IQ ≥ 70, and the absence of psychosis/serious neurological impairment interfering with decisional capacity. The life-events study eligibility included a history of early-onset disruptive behaviours (one or more, by age 10) and official delinquency (prior arrest/incarceration). SS study eligibility included evidence of SAU; adversity exposure and current adversity-related symptomatology. Only one SS recruited girl was unable to participate due to active psychosis precluding participation.
| Procedures
Self-reported psychopathology was ascertained during structured interviews, consistent with adolescent research (delinquent, fostercare youth; Teplin et al., 2002 , Wasserman et al., 2004 , Poulton et al., 2000 . Self-report is essential because parents underestimate their child's trauma exposure, PTSD and internalizing symptoms; and parental report is influenced by the parent's psychopathology (Farrington, Jolliffe, Loeber, Stouthamer-Loeber, & Kalb, 2001; Frick et al., 1992; Hawkins et al., 2000; Lahey, Loeber, Burke, & Applegate, 2005; Schreier, Ladakakos, Morabito, Chapman, & Knudson, 2005; Stover, Hahn, Im, & Berkowitz, 2010; Youngstrom, Loeber, & Stouthamer-Loeber, 2000) . Further, children's self-reported PTSD symptoms correlate with clinician-based diagnoses, but not parental report (Shemesh et al., 2005) . Adolescent-reported psychotic symptoms also predict psychosis onset, and other, serious psychopathology (Dhossche, Ferdinand, Van Der Ende, Hofstra, & Verhulst, 2002; Poulton et al., 2000; Welham et al., 2009 ).
| Measures
The SCI-PSY (Sbrana et al., 2005 ) is a 164-item structured interview that includes total, domain and subdomain scores derived from dichotomous (0 = no, 1 = yes) lifetime classic positive and negative symptoms, prodromal/soft signs and personal characteristics (Appendix S1). The spectrum-model has established reliability and validity with controls and patient groups as well as our delinquent girls (Appendix S1), and is consistent with a psychosis-continuum supported by a wide literature (Cuesta & Peralta, 2001; Linscott & Van Os, 2010; Mayo et al., 2017; Rossi & Daneluzzo, 2002; Van Os et al., 1996) . While not intended to be diagnostic, the SCI-PSY captures treatment-relevant symptoms, with items reflecting sensitivity, specificity, and predictive values for psychotic-like experiences (hallucinations, paranoid thoughts) when comparing screens to clinical interviews (Kelleher, Harley, Murtagh, & Cannon, 2011) . We clarified whether typical symptoms occurred only during SAU ("substanceonly") or also occurred when the youth was not engaged in SAU ("SAU-independent"). 
| Life events checklist
Life events checklist (LEC; Gray, Litz, Hsu, & Lombardo, 2004) is a self-report that evaluates trauma exposure, provides PTSD precipitating event details (event age; directly experienced, witnessed or heard about); separates collapsed events (SCI-TALS combines "physical or sexual abuse") and has adequate standalone psychometric properties.
| Clinician administered PTSD scale for children/ adolescents
Clinician administered PTSD scale for children/adolescents (CAPS-CA; Nader et al., 1996 , AP Association, 2000 is a 33-item structured interview that provides current and lifetime (reflecting their most symptomatic past [MSP] timeframe) PTSD diagnoses for a selfidentified "worst" trauma identified in the LEC. Symptom frequency (not at all -every day) and intensity (not at all -a whole lot) are scored using a 0 to 4 scale. The total severity score is the sum of frequency and intensity scores for all 17 DSM-IV-TR PTSD symptoms.
Symptom counts are calculated with the most common scoring rule for determining symptom presence: a frequency of ≥1 and intensity level of ≥2 ("F1I2"; see Appendix S1; Weathers, Ruscio, & Keane, 1999).
| Family resource scale
Family resource scale (Dunst & Leet, 1987 ) is a 30-item socioeconomic status (SES) self-report assessing family resources (basic needs [food]; housing/utilities; benefits (job/healthcare); social needs/self-care; extra resources) (Brannan, Manteuffel, Holden, & Heflinger, 2006) , using a 5-point scale (1 = not at all adequate to 5 = almost always adequate). We also queried free/reduced school lunches and excluded childcare items, which were applicable to very few adolescents.
| Substance/alcohol use
Age of first, weekly and daily SAU (e.g., marijuana, opioids), including substances used in high-risk populations (e.g., Spice) and prescription drug abuse, were queried. SAU frequency, dependence and withdrawal were obtained with the Customary Drug Use Record Form (Brown et al., 1998) .
| Statistical analysis
Because the two study groups had both overlapping and nonoverlapping criteria (described above), we first conducted life-events and SS study group comparisons using independent t-tests and chisquare analyses. Racial/ethnic comparisons were conducted with univariate analysis of variance (ANOVA). We transformed variables using the natural log function when their distributions deviated from normality. Pearson correlations were used to analyze the relationship between C-TA, SAU and psychotic-spectrum symptoms (interpretations consistent with Cohen, 1988) .
Six participants with SCI-PSY data were not administered SCI-TALS due to early discharges, and were excluded from correlations and regression analyses. We estimated a series of ordinary least squares multivariate regression models. We estimated relationships between adversity indicators (C-TA total symptoms, numbing, stressor-reactivity) and both total and typical psychotic spectrum symptoms, sequentially evaluating statistical controls for SAU and potential study group differences. Analyses were conducted using SPSS version 24. Alpha was set at .05.
| RESULTS
| Sample demographic characteristics and clinical considerations
Life events and SS study groups were not statistically different on race/ ethnicity, SES, SAU onset ages, delinquency (current arrest classifications, prior arrests/detentions) early-onset disruptive symptoms, or on any psychosis domain. Results indicated life events and SS study groups only differed on assessment age by 6 months (SS girls: mean = 15.82, SD = 1.07; life events girls: mean = 16.37, SD = 0.96; t(156) = 3.12, P < .01); trauma-type exposures (SS: mean = 11.04, SD = 3.01; life events: mean = 9.45, SD = 3.77; t(150) = 2.78, P < .05), and C-TA total symptoms (SS girls: mean = 18.84, SD = 4.58; life events girls: mean = 14.89, SD = 7.46; t(150) = 3.99, P < .01). Both study groups met or exceeded reported PTSD patient scores reported in the SCI-TALS literature (Dell'osso et al., 2008) . Age was not significantly correlated with any SCI-PSY scores, regardless of study group membership (SS or LifeEvents studies). Further, no racial/ethnic differences emerged on SCI-PSY domains (Appendix S1). Therefore, data are presented collapsed across life events and SS study groups and race/ethnicity. Table 1 provides sample characteristics. Appendix S1 also include comparisons with adult patient groups (data collected at Italian hospitals, in collaborative research with US universities, and reported in the SCI-PSY psychometric paper [Sbrana et al., 2005] ), suggesting comparable, or higher, scores for delinquent girls on all domains.
3.2 | Aim 1. Psychotic spectrum symptoms Table 2 presents mean SCI-PSY raw scores and proportion of symptoms endorsed on psychotic-spectrum domains for delinquent girls, with the highest endorsements on interpersonal sensitivity, paranoid subdomains (e.g., interpretive attitude) and Schizoidism. were notable. On the SCI-TALS, 90.0% endorsed ≥10 of 24 adversity-types, and 47.1% endorsed ≥4 serious maladaptive coping strategies in direct response to adversity (e.g., 86.2% used substances/ alcohol, 32.9% reported non-suicidal self-injury, 32.2% stopped medical care). Girls endorsed 58.6% of all grief symptoms, 63.3% of all 3.4 | Aim 3. Risk-factor associations with psychoticspectrum symptoms
Correlations were significant among adversity-indicators and psychotic-spectrum symptomatology (Table 3) .321) and stressor reactivity ( Figure 3C , P < .001, b = 2.56, CI = 1.555, 3.565) symptoms were each associated with significant increases in total psychotic-spectrum symptoms after controlling for number of SAU types. We also found significant, positive associations between C-TA symptoms, numbing, stressor-reactivity and typical symptoms (delusions/hallucinations) after controlling for number of SAU types (Table S2 in Appendix S1). We did not find evidence of any significant study group differences in total or typical psychoticspectrum symptoms (not shown).
| DISCUSSION
The present study highlights the lifetime experience of psychoticspectrum symptoms among delinquent girls, with comparable (interpersonal sensitivity, total) or higher (schizoid, paranoid) scores on psychotic-spectrum symptoms than previously reported in adult treatment-seeking patients (e.g., schizophrenia, psychotic mood disor- Vermeiren et al., 2006) , with 92% experiencing delusions and 97% endorsing ideas of reference. These rates are substantively higher than psychotic symptoms in Northern American (3.7% with delusions and/or hallucinations), Australian (8.4% with hallucinations) and Dutch (6% with hallucinations) community adolescents (Calkins et al., 2014; Dhossche et al., 2002; Scott et al., 2009) .
Taken together, these data suggest a significant portion of justice-involved youth mirror populations designated clinical (or ultra)
high-risk for psychosis conversion (Mayo et al., 2017) . Further, highdensity, correctional environments and solitary confinement may exacerbate psychotic-spectrum symptoms (Haney, 2006; Metzner & Fellner, 2010) , resulting in cascading disparities and impairment (e.g.,
interference with ability to aid in their legal defence, heightened perceptions of non-compliance, disciplinary sanction escalation; Skeem, Psychotic-spectrum symptoms appear highly relevant to justiceinvolved girls, whether representing a prodromal phase, traumaresponse or cross-diagnostic psychiatric symptomatology.
Consistent with research linking trauma with psychosis vulnerability (Mayo et al., 2017) , 90% of delinquent girls in the present study reported exposure to ≥10 adversity types, including sexual assault (>60%) which is the most common childhood trauma associated with transition to psychosis (Bechdolf et al., 2010; Thompson et al., 2013) . Nearly 82% of girls met moderate to extreme levels of PTSD in their lifetime, and trauma exposure types were specifically associated with "relational" psychoticspectrum symptoms (hypersensitivity, paranoid, schizoid) likely to disrupt social outcomes. Very early loss (4 year old) and trauma exposure (8 year old) suggest adversity precedes SAU (12 year old). Importantly, grief-specific symptoms were significantly correlated with paranoid and typical (delusions/hallucinations) symptoms, indicating that loss (representing stressful life events ranging from death to separations) is an important cross-diagnostic treatment consideration for delinquent girls (Harnisher et al., 2015) , even though most research and clinical efforts are geared towards addressing the impact of life-threatening traumas.
Overall, C-TA symptoms were predictive of psychosis-spectrum total, and typical, symptoms. The association of C-TA and total psychotic-spectrum symptomatology is notable (1.3 additional psychotic-spectrum symptoms predicted by each additional C-TA While trauma-response is no longer diagnostically required for PTSD (American Psychiatric Association, 2013) , stressor reactivity includes a constellation of emotional (anger, numbness, disgust), physical (dizzy, heart pounding) and cognitive (altered sense of time, confusion) responses, which may impart vulnerability for comorbidity, signify increased stressor sensitivity secondary to cumulative adversity, or reflect a core "constitutional vulnerability" (stress-diathesis model for schizophrenia ; Walker & Diforio, 1997 , Mayo et al., 2017 . Further, C-TA numbing shares clinical features with affective blunting, a negative psychosis-spectrum symptom highly predictive of transition to psychosis and poor functional outcomes (Leifker, Bowie, & Harvey, 2009; Mason et al., 2004) . However, it only moderately correlated with the SCI-PSY schizoid domain which captures blunting symptoms, suggesting a potential additional contribution of C-TA numbing to psychosis-spectrum burden. While emotional numbing has been shown to mediate the link between adversity exposure and callousunemotional traits (Kerig, Bennett, Thompson, & Becker, 2012) , both C-TA numbing and psychotic-spectrum blunting may also be misinterpreted as "callous-unemotional" traits, and not appropriately identified for early intervention, among delinquents.
The need to accurately identify and address spectrum symptoms is further underscored by the prominence of serious maladaptive coping strategies in direct response to adversity, with notable C-TA driven SAU (86%), and avoidance of needed medical attention (32%). These maladaptive strategies support "trauma-informed" approaches to address potential medical non-compliance. C-TA specific suicide attempts (~25%) also occurred at an alarming rate 3 times higher than in community girls (Cash & Bridge, 2009) . Given data on adult women indicating psychotic-spectrum symptoms mediate relationships between trauma disorders and suicidality (Reviere, Battle, Farber, & Kaslow, 2003) , careful assessment and intervention with co-occurring symptoms is essential. Self-injurious adversity-driven behaviours, combined with delusions and hallucinations, strongly warrant public health considerations for vulnerable youth at high-risk for poor lifespan outcomes.
Interventions targeting self-regulation skills to reduce stressor reactivity and foster adaptive coping strategies while directly addressing numbing symptomatology may be key to reducing distress in the face of new stressors, improving cumulative adversity outcomes and disrupting the development of more formal psychotic-spectrum disorders. These data indicate that among justice-involved girls: (1) assessing lifetime spectrum symptoms may provide a useful developmental perspective and springboard for diagnostic and treatment considerations;
(2) soft-sign characteristics (interpersonal sensitivity) and typical symptoms (delusions, hallucinations) were common, indicating opportunities for both early interventions and urgent treatment needs; (3) psychosisspectrum profiles are comparable across race/ethnicity, consistent with research on pre-adjudicated youth (Teplin et al., 2002) ; (4) while polysubstance use was common, most typical symptoms were substanceindependent, suggesting purely SAU-focused interventions are unlikely to optimally ameliorate psychopathology; and (5) cumulative adversity (numbing, reactivity, grief ), psychotic-spectrum and SAU symptomatology may best be concurrently addressed in treatment. 
| Limitations and future directions
The present study evaluated lifetime symptoms to address overall developmental burden among adolescents rather than obtain categorical diagnoses. From an early intervention perspective, however, data indicate the lifetime presence of single symptoms such as auditory hallucinations, delusions and ideas of reference are the best predictors of psychotic and other serious mental disorders (Cannon et al., 2008; Dhossche et al., 2002) . Future studies should examine symptom frequency, intensity and co-occurrence, alongside relative merits of spectrum profiles vs diagnosis/comorbidity.
We used a cross-sectional design of self-reported symptomatology.
While longitudinal studies are indicated, these data highlight adolescent self-report may: (1) capture symptoms not easily observed at earlyonset; (2) prevent additional treatment barriers imposed by parental symptom validation (particularly in settings where guardianship issues are heightened); and (3) shed light on "challenging" behaviours that institutional staff and teachers may misinterpret (youth responding to internal stimuli versus oppositional behaviour). Our data were drawn from one site, include only a modest sample size, and best represent girls in urban locked facilities. Future studies should examine lifetime psychotic-and C-TA-spectrum symptoms in larger justice-involved, and community, samples with full gender representation. 
| Implications
FIGURE 3 Increasing psychoticspectrum symptoms as a function of higher cumulative adversity indicators. A, Total cumulative trauma and adversity symptoms. B, Trauma and adversity numbing symptoms. C, Stressor-reactivity developmental disorders continuum, or extended phenotype (Howes & Kapur, 2009; Kaymaz & Van Os, 2010; Lansing, Virk, Notestine, Plante, & Fennema-Notestine, 2016; Mayo et al., 2017) . Our prior data suggest C-TA has neurological implications in brain regions associated with executive function and language abilities in delinquent boys; and greater psychopathology and impairment in delinquent girls is associated with C-TA relative to single-event PTSD inquiries, indicating methods of diagnosing PTSD may underestimate mental health needs and perpetuate health disparities (Lansing et al., 2016 . Therefore, longitudinal C-TA data may improve our understanding of psychosis proneness-persistenceimpairment models (Van Os et al., 1996) and clinical high-risk syndrome for psychosis development (Mayo et al., 2017) .
Appropriate, accessible treatment requires community, MH and inter-agency collaborations (e.g., education, justice). Efforts to reduce impairment cascades are needed, including: supporting non-cognitive/ social skill development in educational settings (Heckman, 2000) which are especially relevant to relational psychotic-spectrum symptoms; and addressing social and fiscal policies that compound adversity and disparities and/or escalate institutional problems for youth with complex service needs (school-to-prison pipeline, disproportionate minority justice system contact). While optimal return on investment aims for interventions at very young ages (Doyle, Harmon, Heckman, & Tremblay, 2009 ), adolescents remain in the midst of critical brain and cognitive development (Giedd et al., 2010; Lebel & Beaulieu, 2011; Lenroot & Giedd, 2006) and tailored interventions during this period are key to improving lifespan functional outcomes. These goals align with consensus statements for early intervention, including practitioner training and links with other agencies/sectors (school, justice system) for appropriate detection and treatment (Bertolote & Mcgorry, 2005) .
